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A growing literature supports cognitive therapy JC3s an efficacious treatment for
youth struggling with emotional or behavioral prk. Recently, work in this area hag
extended the dissemination of CT to school-baséihge. The current study has two
aims: 1) to examine the development of therapiktsgdwledge and skills in CT, an
evidence-based approach to promoting student vegligh and 2) to examine patterns of
narrative feedback provided to therapists parttaigain the program. As expected,
school therapists trained in CT demonstrated sigamif gains in their knowledge of CT
theory and in their demonstration of CT skills,wihe majority of therapists surpassing
the accepted threshold of competency in CT. Intamdian examination of feedback
content suggested that narrative feedback provittedherapists most frequently
consisted of positive feedback and instructiondtiture sessions. Suggestions for future
research regarding dissemination of CT are discusskght of increasing broad access
to evidence based practices.
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Introduction
Cognitive behavioral therapy (CBT) has been esthbll as an effective approach to support the
emotional, behavioral, and social needs of youthtarimprove their functioning in school (Kazdin\&eisz,

2010). However, successful implementation of CBTs@hool settings has lagged significantly behirel th
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establishment of that evidence (Creed, ReiswebBeé&k, 2011; Forman & Barakat, 2011). Although th#é c
for empirically supported school-based interventias been steadily increasing in the current cailafr
evidence based practices (Forman & Burke, 2008)orte of successful dissemination to schools have
remained limited. Most studies assessing dissermimat implementation of CBT in schools have taegeh
very specific presenting problem, most frequertily prevention or reduction of substance abusegagion,

or violence (Forman & Bakarat, 2011). However, ¢hemgeted interventions may not represent thedtirea
and complexity of presenting problems typically @mtered in school settings. A more flexible apploa
may better prepare therapists to meet studentstsivchallenges, promote wellness, and help staideove
toward their individual goals. The goal of the et study was to evaluate the training outcomehi t
school-based initiative. Patterns of written feeabarovided to therapist trainees were examineskficate

a mechanism through which the outcomes may have ae®ieved. This successful model of training may
offer some guidance in the further uptake of CBT aher evidence based practices in the schools,
increasing the accessibility of these interventifmmhildren and adolescents.

Since 2007, the Beck Initiative has endeavoredmgement Cognitive Therapy (CT) in community
mental health settings, increasing access to thjgrecally supported treatment by those who areesiby
community mental health. CT is specified to distiistp this specific approach from the broader te®@T,
signifying that the case conceptualization is ugeduide intervention according to the cognitived®lp as
originally developed by Beck (Beck, Rush, Shaw &dfm 1979). In recent years, services for childxad
adolescents have been a major focus of The Bedtiatimé, with an emphasis on school-based services.
Implementation of CT in schools delivers a poweifiiérvention for youth without increasing the bemdon
stressed families to attend outpatient treatmestdyces the loss of academic time to travel to oiatpa
appointments, eliminates transportation issues fatititates the integration and generalizatiomef skills
into a student’s daily setting. Therefore, the Bbtkative offers a unique opportunity for manydamnserved
youth to benefit from access to evidence basedipeacand paves the way for the successful impléstien
of these practices in youth-accessible settings.

Overview of the Beck Initiative Training Program

Established in 2007, the Beck Initiative is a petalcademic partnership in a northeastern American
city. This innovative, team-oriented approach adeanthe quality of care provided to persons invego
from behavioral health concerns within this comntyimental health care system by teaching clinicians
tangible, empirically-based skills. Objectives tist program are to: (a) incorporate the evidenaeda
practice of CT as a standard of care within thevoek; (b) facilitate recovery and improve treatment
outcomes for people served within this healthcgstesn; (c) improve the professional lives of théstgpin
the network; (d) conduct program evaluation to measutcomes; (e) become one of the first largéesca
implementations of evidence-based psychotherapy(rserve as a model for other large behavioealth
systems (Stirman, Buchhofer, McLaulin, Evans, & IB&009).

Participation in the Beck Initiative is intensiaad requires a substantial commitment from

the agencies and the therapist trainees. Accotdirige established ACCESS training model (Stirnizrar,
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Spokas, Brown, & Creed, 2010), therapists withipagticipating agency are nominated for participatiy
their administration. The nominated therapists wélect to participate and meet basic participation
requirements (have a current caseload, hold at kawaster’s degree, demonstrate fluency in English
become identified trainees. Essential componenBeok Initiative training include participation &2 hours

of intensive workshop, 6 months of weekly considtatwith therapy session tape review, evaluation of
competency in CT based on the Cognitive TherapinB&cale (CTRS; Young & Beck, 1980), and ongoing
internal supervision groups held within the ageridye workshop phase is completed in 4-5 weeklyicess
and covers content including (a) the cognitive nhofl§ case conceptualization, (c) cognitive inggriions,

(d) behavioral interventions, (e) tailoring theatiraent approach to the individual, (f) stages e&timent and
(g) competency and the CTRS. The 6-month consuittgieriod was designed to maximize therapist benefi
and structured to be consistent with empirical en@e that indicates quality of feedback is relabettherapist
competency (i.e. Brosnan, Reynolds, & Moore, 2008¢ekly meetings are held with the trainee group to
review audio samples from the past week, sharegrektrainer feedback about the audio, developretfie
case conceptualizations, brainstorm about creatsys to integrate CT approaches into the schodkwil
and provide additional didactic information abopedal topics as requested by the trainees. After t
workshop and 6 months of consultation, agencieggpected to continue to hold peer consultationtimge
indefinitely to prevent drift from the model. Onggi support is provided to the agency through icsbru
visits every 6-8 weeks and participation in qudytereetings among all trained agencies within tesvork.

The Beck Initiative training model (Stirman et &010) emphasizes the importance of providing
trainees with consistent, structured feedback tmer. Formal written feedback is provided througtrative
responses and ratings on each of the 11 items efCihRS at the mid-point and end of the 6-month
consultation period, and this written feedbacktiacdured so as to be strength-based. Specifictyeach
item of the CTRS, instructors provide detailed terit feedback regarding (1) the strengths or skills
demonstrated by the trainee in the session, and/d¥3 in which the strengths can be built upomtodase
fidelity and competency in CT. This model is cotesis with the extant research suggesting thatttietsre,
content, and process of supervision are all intetgraproviding effective supervision. The structusé
supervision has been shown to have an impact omapisé satisfaction and effectiveness. Specifi¢ally
supervision that includes a structured agendapaediew, and competency ratings has been suggestezl
atypical, but desirable and effective (Cox & Arad@09). Furthermore, group supervision has beewsio
have a number of benefits, including increased srppmong professional peers leading to better
communication, planning, and delivery of treatméatleyne & Jumaa, 2007). Group supervision also
enhances the cost efficiency of training by maxingzthe impact of supervision while limiting the stp
which is particularly important given the curremtdaexpanding fiscal pressure on schools, providers
payers. Finally, more frequent supervision has aksen associated with positive outcomes, as rdsaarc
have found that the more time trainees spend iersigion, the more they value the supervision (Livn
Crowe, & Gonsalvez, 2012). Notably, the structurehe group supervision in the Beck Initiative rons

some of the CT approach with students, includingagenda, a collaborative stance, use of specific
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constructive feedback, identification of skills lte practiced outside of the meetings and procesgsirige
success of those practices.

Although research on the effect of feedback onaghist skill development is quite limited, evidence
suggests that supervision should include consigesgback with an opportunity for collaborationvibetn
trainee and supervisor (Falender & Shafranske, RQ@7particular, supervision tends to be most afie
when supervisors provide consistent positive feeklbend invite feedback from trainees (ibid.). Husit
feedback has also been associated with increaseffient therapy, as it can help reduce the erosif
fidelity. Furthermore, therapists in training tetml prefer supervisors who provide support, insigind
instruction (Kennard, Stewart, & Gluck, 1987). Hipaa limited body of research suggests that ping
feedback to therapists learning to implement CE&dff the acquisition of CT skills. Specifically,d8nan et
al. (2006) found that providing direct supervisiarcognitive therapy is related to demonstratetisskin the
CTRS, even on the item that measures interpersffeaitiveness, a markedly global therapeutic skill.

In sum, establishing supervision as a structuredbtive process with experiential methods and tape
review is a major component of guidelines suggefiedvidence based clinical supervision (Milne &iser,
2011), and is likewise emphasized in the Beckatiite. In addition, instructors in the Beck Iniiiat strive to
deliver feedback that is positively-framed, builglion strengths demonstrated in sessions, and edient
towards the goals of the trainee and his or hentdi By doing so, instructors mirror CT procedsesskill-
building and goal-setting that therapists concutyelearn to implement with students. There is artte of
research examining the specific content of feedbéely. strength-based statements, instructions for
improvement) provided in this effective approachtri@ining therapists (Stirman et al., 2010). Theref
examining the content of supervisory feedback megirbto elucidate the process by which therapists a
successfully trained to competency in CT. Undeditamthis process would be a step toward identifytime
most effective approaches to developing competaneyidence based practices.

The current study had two aims, namely to repoet dhtcomes of a training program offered to
therapists in school settings that emphasized #&eree-based approach to promoting student wetighei
and to examine patterns of narrative feedback gealito therapists participating in the programwéts
expected that therapists would demonstrate sigmificmprovements over time both in knowledge of CT
theory and in demonstration of CT skill, demongtigatthat community-based therapists can be tratoed
deliver evidence based treatment with competendhjmthe real-world challenges of urban public culs.
Competent delivery of these services would, intareate the opportunity for students to parti@gdatthese
services in the setting where they already speeil tlays, as a step toward decreased disparitgdesa to
care. This study is also the first of its kind tcamine the content of the narrative feedback pexbitb
school-based therapists, providing insight int@@ponent of an effective CT dissemination procBssader
understanding of the components of effective digsation may increase the uptake of CT and other
evidence based care in the school settings, addimgreased student access to care.

Method

Participants
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One agency was contracted to work at a public lsighool, while the other four treated primary
school students. Of those four programs, two weyecialized schools for students with disciplinary
problems, one was a specialized classroom withiaiastream school, and one was a mainstream sttaiol
contracted for mental health services through ityéscmanaged health care system. Overall, theaghists
working at these agencies provide a variety ofviladial and group therapy services to students ‘it
internalizing (e.g. depression, anxiety, grief/logsanaging family stress), and externalizing (e.qg.,
oppositional or defiant behaviors, anger managenpenblems.

The sample consisted of 25 therapists employedivat different school-based agencies in a
metropolitan city in the northeast United Statdse $ample was 88% female £ 22). The majorityr{ = 23,
92%) of the sample reported having received a mastkegree, while one participant reported having
received a Ph.D. and one an M.D. Participants wbrkea variety of fields including counseling € 10,
40%), educationn(= 1, 4%), psychiatry,n(= 1, 4%), psychologyn(= 3, 12%), and social worln (= 10,
40%). A subset of the sample £ 13), responded to optional questions regardieiy training background
and prior experience with CBT. This sample repoierhnge in years since completing graduate trginin
from 1 to 29 yearsM = 7.31,SD = 7.8). Only two therapists identified their thetaral orientation as
“behavioral” or “cognitive behavioral.” Of the 18drapists who responded, two (15%) had learnedtabou
CBT from reading books or articles, three (23%) badosure to CBT in a graduate level course, %%
had attended a workshop in CBT, and two (15%) h#ended a workshop with follow-up support.
Regardless of how much prior exposure to CBT thegorted having, mosin(= 12) therapists indicated
knowing “only the basics” while one reported knogvimothing” and no one reported knowing “a greatltie
about CBT. All participants in this sample attendbd workshop in its entirety and at least 80% e t
weekly consultation sessions. Because this progrvas) primarily a training initiative, program evatioa
measures were collected voluntarily and completddnthese measures varied based on the individual
measure. Sample sizes are reported for each meastgeorresponding section below.

All training for school based agencies was provitdggostdoctoral fellowsn(= 5) selected for their
training and expertise in CT and experience workuitty youth, under the supervision of the lead attian
expert in the implementation of CT in community rarhealth settings and director of the Beck It
Fellows received live supervision during the tragnimeetings and additional individual weekly supson
of their delivery of training. Each agency was g@sst 2 instructors for the duration of trainingnframong

the 5 postdoctoral fellows and the Beck Initiatieector.

Adaptation of the Beck Initiative for School-based Programs

Embracing advantages and tackling challenges of the school setting. Colocation of mental health
services in a school setting brings unique therdpepportunities and challenges. The traditionaciB
Initiative training described above was deliveredtiterapists in a way that highlighted opportusiténd
resolved challenges, while maintaining fidelitythe CT model. The structure and delivery of thaning and
consultation remained the same: 22 hours of worksmal 6 months of weekly consultation, followed by
transition to a peer-led consultation group withrigdic support from Beck Initiative instructors. &h
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emphasis in this training was specific to helpihgrapists take advantage of the opportunities ptedeby
school-based services, while overcoming the inHerballenges. Rather than modifying CT, this appinoa
embraced the flexibility inherent in CT by identifg the ways in which a good CT therapist (regaslief
setting) uses the cognitive model and case conakgdtion to tailor treatment for any client.

School-based therapists have the opportunity terebstheir clients interacting with peers, teachers
and other school staff in settings with little @ss, lunch) or a great deal of structure (classspoirhese
opportunities also become settings for intervenéind practicing coping skills. Therapists and ¢Bemorked
together to develop coping skills for use during sithool day, planned specific practice assignnfenthe
client to use the skill in a school situation, ahdn were able to meet again to discuss the suctese
practice — all within the course of a school dayttlRer, school-based therapists have access tariafin
about their students beyond just their challengésereas a depressed student may report that “gotfuad
has happened all week,” a school-based therapist mae additional information about the student’s
successes from teachers, peers, administratotbenso

Along with these opportunities were challenges uaitp the school setting. A recurring challenge
was the disciplinarian role into which therapisterev often placed. School staff frequently perceived
therapists to be responsible for managing the mo#eemoment classroom behavior of their clientsd an
would expect therapists to remove students witlblproatic behavior from the classroom to disciplimem.
These expectations interfered with therapists'itghtib deliver individual and group therapy, botiyistically
and because of the toll taken on therapeutic oglakiip. Therapists were encouraged to use their QEw
skills to conceptualize and empathize with theseher perceptions, and then problem-solve colldivets
with the teachers to find a more feasible solution.

Collaboration with teachers. Colocation in the school also provided the oppdty for therapists to
collaborate with teachers for targeted intervergidintervention intended for specific students he t
classroom) and broader classroom-level interveatidie first step in these collaborations was restthe
rationale for intervention with the teacher, folledv by planning, implementation, and evaluation. For
example, a student who struggled with reading waouldinate about his abilities, often becoming seatp
and frustrated during individual reading activitteat he would begin to disrupt the classroom. theeapist
identified this pattern of thoughts, feelings amthdévior with the student, and together they creatpthn to
help him reduce and cope with his distress. Tha plas written on a small piece of paper and tapeithe
student’s desk. The teacher was able to cue thestio use his plan as needed by pausing nedekisand
placing her finger on the piece of paper, facilitgtthe generalization of new skills from therampm to
classroom. The generalization and applied success im turn, a sense of being able to cope, dtiely
leading to greater resilience in other situations.

Therapists and teachers also collaborated to credassroom-level interventions. The steps for
catching, checking and changing an unhelpful ocdoeate thought (Creed et al., 2011; Granholm, MiQu
Auslander, & McClure, 2004) were taught to all €uots in a classroom, and then a poster outliniagstaps
was hung prominently in the room. The teacher dmlapist encouraged students to use the process and
language of this skill during classroom interactioRor example, during a conflict between two stisle
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each was prompted to catch the thought he hacediabinning of the argument, check whether theghbu
was true or helpful, and move to a more helpful aocurate thought. Over time, this process becarteop

the classroom culture, and students could be heagthg each other to catch, check and change their
thoughts. The normalization of the use of CT slaligl support for those skills in the child’s enwimeent
were key components in classroom interventions.

Goal setting and Individualized Educational Programs. A hallmark of CT is the collaborative goal
setting that takes place with clients. The thetapédps the child as needed to identify and quamérsonal
goals, the skills and strengths already possess#iklxlient, and the challenges or roadblocksditenin the
way of the child meeting his or her goals. The gpsirengths, and needs are then translated edtrtent
goals that have meaning to the client, with thenhof supporting the client’'s growth in his or letended
direction. Collaborative goal setting remains ati@npoint in school-based cognitive therapy, andym
perhaps be particularly relevant for students wieoeweferred to treatment for issues that theyatcsee as
valuable treatment goals (Creed & Diamond, 200GiDseppe, Linscott, & Jilton, 1996; Shirk & Russell
1998). For example, one adolescent student indicagg her goal was for her teacher to yell atléss often.
The therapist and student worked to identify thaasions in which her teacher most often yellecdhet.
Together they concluded that her teacher most gidad when the student left her seat without pgsian
or argued with other students. The therapist amdiesit developed goals to reduce each of these ioetdy
(1) understanding what triggered the behavior (“Wthaught goes through my head before | leave ray ke
start to argue with a peer?”), (2) checking whettierse thoughts were accurate or helpful for h&y, (
identifying a more accurate or helpful thought thaiuld make it easier for the student to engagea in
different behavior, and (4) learning and practicingw coping behaviors to help the student behave
differently in those situations.

Individual Education Programs, or IEPs, are mardiaiethe Individuals with Disabilities Education
Act of 2004, a law in the United States that gosdnow educational services are provided to studeitits
disabilities. The plan is guided by the studendisnitified needs (U.S. Department of Education, 2@0id
focuses on addressing deficits. Collaborative gating provides an alternative to organizing trestt
around deficits, and instead focuses on workingatovithe student’'s own goals. Whereas IEP goalngetti
may be set without the child attending the meet@ig,goals are led by the child. The strategy fdrieding
the goals is organized around helping the child@vae obstacles to the goals, rather than disgbilit

Case conceptualization. Another hallmark of cognitive therapy is the casaceptualization, which
elucidates the ways in which a student’s life eiqrares have informed core beliefs, intermediateefsebr
assumptions, and coping behaviors. Those pattérisnking and behavior influence how students pime
and react in given situations. Case conceptuabzalrings two powerful pieces to bear on treatnmiant
schools. First, it provides a common way of un@eding a student’s behavior which frames that bielha
as making sense, given the way the student pescdive world, him or herself, and others. Case
conceptualization also helps the student to reeegunhelpful or inaccurate beliefs and shift theesulting
in moving the student closer to his or her goaleeWschool staff and students approach a studegttavior
in this way, they may experience more empathy assl frustration in response to the behavior.
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Therapists in the Beck Initiative learned ways tmmmunicate with teachers about the cognitive
model, thus facilitating teachers’ understandindnoiv a student’s beliefs might impact his or hexctens
(emotions and behavior) in school situations. Kangple, the traditional case conceptualization kB&895)
was simplified into a simple three-box design (biigt Beliefs, Behavior) to communicate these cotioas
to teachers who has not been trained in CT. Thiseshconceptualization aimed to decrease stigntiatizaf
student’s school behavior as “troublesome” or “gialis” and rather conceptualize it as behavior thatle
sense, given the way the student sees the wortd,ohiherself, and others. Shared understandindghef t
origins of behavior can increase empathy and utatesgg, ultimately increasing the likelihood thhe
behavior (and related beliefs and emotions) maghied to something more adaptive (Creed et 1,12
For example, one student was receiving servicequsec he frequently made loud comments in class,
resulting in laughter and disruption of the classno The therapist and child worked together to tidethat
in the child’s past (“History”), she had been opentliculed by a different teacher for making migsa in
class. The child had developed a belief that if staele a mistake, she would be humiliated. She s a
learned that if she said disrupted the class withething humorous, she could divert attention framy
mistakes she might make (Beliefs). Those beliedisHer to make loud comments whenever she began to
worry that she was making an academic mistake (Bef)aWhen this conceptualization was shared Wit
teacher, he developed empathy for the child andwiiiag to collaborate on a plan for the child ask for
help quietly, with an explicit agreement that thelct would never be teased for doing so. When thi&l c
agreed to test this plan as a behavioral experinmsm experienced new evidence that countered her
prediction that she would be embarrassed, andadstxperienced her teacher as helpful. New, pesitiv
experiences such as this one were able to buil¢hiid’s confidence in alternative responses tagdting

with academics.

Therapist Feedback in the Beck Initiative.

Therapists participating in The Beck Initiative eaed feedback on their progress toward
competency in cognitive therapy in two ways, eacilich were intended to build new skills in an egach
that echoes the CT approach with students. Smallpgmeetings (5-7 therapists) were held weeklyiar
hours with audio review for at least 2 therapigsmpeeting. At the beginning of each meeting, andg was
set collaboratively with the therapists. Prior taying audio, therapists were asked to specifyféieglback
they sought for the cued audio. The therapistphlser peers, and two Beck Initiative instructdmsrt listened
to segments of audio, provided verbal feedback, augfested possible future directions. The instract
guided the structure of the verbal feedback tobegth reinforcement of skills demonstrated in thelio
and then to the requested feedback. Before mowrihe next agenda item for the meeting, the ingtruc
confirmed that the therapist received the verbatliimck he or she was seeking and had a concretepla
action for the next session. In many cases, theisapiere given an opportunity to practice the iawid future
suggestions by participating in role plays andixéicg further relevant feedback from peers andrirgtors.

In addition to verbal feedback in the weekly mmegti therapists received structured,
individual written feedback at the midpoint (3-miasit post-workshop) and endpoint (6-months post
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workshop) of the consultation group, using a gaéhidard measure of competency. This written feddbac

was provided for each item of the competency mea@ae below).

Program Evaluation Measures

Cognitive Therapy Competency. All 25 therapist trainees submitted audio recordedsions with
students that were rated using the Cognitive TheRaiing Scale (CTRS; Young & Beck, 1980), an Ewit
observer-rated measure designed to evaluate tees'apiverall and specific CT competencies, at three
different time points: (1) prior to the workshopaglke of training (baseline); (2) at the midpointref 6-month
consultation phase; and (3) at the endpoint ofetmeonth consultation phase. Each item is scored @n
point Likert scale, ranging from @Pg¢or) to 6 Excelent); the 11 items are summed to yield a total CTRS
score, ranging from O to 66. The CTRS contains swbscales: (1) general therapy skills (i.e., feekdba
understanding, interpersonal effectiveness, andalmmiation); and (2) CT-specific skills (i.e., gadl
discover, focus on key cognitions and behaviogtsgy for change, and application of CT techniqifedijs,
Shaw, & Dobson, 1986). Traditionally, scores ofafCabove are considered to be indicative of conmete
delivery of CT (Shaw et al., 1999). In additionth® numerical ratings, raters provide trainees wélrative
written feedback for each item of the CTRS, as wsligeneral written feedback regarding the sesssoa
whole. The written feedback on each item followegkeaeral format of (1) describing what the theragid
well in the session, relevant to the item, and g@ygesting specific changes the therapist couldentak
interventions the therapist could try to increasmpetency on the given skill. The CTRS has dematextr
adequate internal consistency and inter-raterbiditia (Vallis et al., 1986), and strong inter-ratggreement
for general competency (Williams, Moorey, & CobB91).

CTRS ratings were conducted by the 2 instructosgyaed to each agency. Prior to rating any audio,
instructors were required to demonstrate that theye calibrated with gold-standard CTRS ratings.
Instructors would listen to audio recorded sessitias had been previously rated by a group of catiél
raters. For an individual audio recording, therimstor “matched” the gold standard by (1) ratirgitscores
within 1 point of the gold-standard rating for 9t@f 11 items, and (2) showing agreement with thil g
standard about whether the total score indicatetipetency ¥40) or non-competency (<40). For an
instructor to be deemed calibrated, he or she masth on 3 out of 4 audio session rated. If theuator did
not match on 3 out of 4, a new set of 4 was coraglets a new attempt. All raters in this study were
calibrated prior to rating audio from trainees, andnthly calibration meetings were held to moniamd
maintain reliability.

Evaluation of Narrative Written Feedback on the CTRS. As mentioned previously, in addition to the
11 quantitative items described above, the CTREBidies space for open-ended narrative feedbackwiwifp
each item. Coding of narrative feedback resporrses the CTRS was conducted on the full samile 5).

A novel coding system was developed for the curstatly to describe the content of written feedback
delivered to trainees via the CTRS. Narrative wntfeedback was organized into categories that were
developed and clarified through several iteratidfisst, three postdoctoral fellows (1 instructoorfr the
current study, 2 Beck Initiative instructors whod dnot participate in the school-based trainings)
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independently read through the narrative feedbadkiged to five randomly selected participants and
developed lists of all potential feedback categoriéia consensus, the categories were then synétesd
create a comprehensive and distinct list of 16gtates (see Table 1 for examples of each categ(tg):
positive observation, (1b) negative observatior) fleutral observation, (2) description of clieehbvior,
emotions, or quotes, (3) positive statement folldg suggestion for improvement, (4a) suggestioreatry
out, (4b) pitfalls to avoid, (5) normalization dierapist's behavior, (6) pointers for raising arscq7a)
positive statement of growth, (7b) negative statanoé growth, (8a) rationale for implementing a gastion,
(8b) rationale for refraining from a behavior otervention, (9) implementation instructions, (1@sipive
exclamatory statement, and (11) miscellaneous. ,N&gt postdoctoral fellows operationally definedttea
category and trained two masters level researcistasts to code each sentence of the narrativaenrit
feedback into one distinct category. During theiwggrocess, the two raters flagged any senteregsdid

not fit into one precise category; based on congerbe fellows placed these sentences in one of the
categories. A small number of responses were ndbfiany category and were therefore placed in the
miscellaneous category.

In order to determine inter-rater reliability, bothters independently coded the narrative written
feedback of three randomly selected participantdiaBility coefficients for each category, rangedn
unacceptablex(= .16, Category 4b) to excellent € .90, Categories 1a and 3). For the subsequatysas,
two categories were combined (4a and 9, from heferned to as 4a\9) because the raters were ut@ble
reliably distinguish them, indicating that they wetescribing the same construct. In addition, tel@lility
coefficients (Categories 7a and 7b) could not Heutated because the categories were coded wittot@o
frequencies or not coded at all by at least ontefraters. Category 4b was excluded because libbiligy
was poor according to commonly accepted standaatel{s & Koch, 1977). All other categories (1a, 1b,

2, 3, 4a\9, 5, 6, 8a, 8b, 10, and 11) demonstratddast moderate interrater reliability ¥ 0.6) and were
retained in subsequent analyses explained belowprasgnted in Table 2.

Knowledge of Cognitive Therapy. The Cognitive Therapy Knowledge Quiz is a 20-itemltiple
choice test designed to assess knowledge of CTipl&s and interventions (e.g., “According to tlogitive
model, a person’snterpretations of life events lead to emotions and behavior”). The quiz was hpes
specifically for The Beck Initiative to test trag® knowledge of CT before (baseline) and afterakédrour
workshop (approximately 5 weeks post-baseline)lirRirary results of this measure have been predente
previously, indicating that the Knowledge Quiz énsitive to change in knowledge acquisition resglfrom
training (i.e., Corso, Cunningham, Sposato, & Bwfbh 2010). A subset of the samphex16) completed
this measure.

Program Feedback from Trainees. In an effort to evaluate trainees’ satisfactionhwithe Beck
Initiative training program, participants were atke complete an 11-item anonymous program feedback
form at post-workshop, mid-practicum (3 months pestkshop) and post-practicum (6 months post-
workshop). The feedback forms, which were developad this initiative, were administered by the
community partners and were de-identified beforadahared with the training instructors. Giventttiee
present study is focused on the effectivenessettitire training program, only data from the fimaitten
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Tablel. Cognitive Therapy Rating Scale Feedback Categoriesand Examples

Category
Category Name Examples
Number
la Positive observation Nice job explaining the thought-feeling-behavidamgle!
1b Negative observation Some parts of your agenda were a little vague.
1c Neutral observation You also had him review the triangle when talkitguat his
belief that things aren't fair.
2 Description of client behavior, . L.
. He is very concrete in his responses.
emotions, or quotes
. Positive statement followed by Ith S grr(]eat tkI:at you w_anted her to see t_hat peorda aﬁetter
suggestion for improvement than her, but sometimes you were trying to prove Fter,
rather than have her uncover it, in her words.
4a\9 Suggestions to carry out Remember to put the homework check on the agenfigtire
sessions.
4b Pitfalls to avoid One thing to watch for is trying to convince hettalk her into
changing her thoughts.
I could hear you working hard at making sure alihaf CT
o - _| pieces were in there, but what sometimes happehatis
S Normalization of therapist's behaviq  therapists focus so much on doing the CT comporteatghey
forget to do some of the empathy and warmth thatesoso
naturally.
6 Pointers for raising a score To improve this score more, you could have askée's okay
moving on to the next topic of discussion befoamsitioning.
7a Positive statement of growth Fantastic job — you're really making good progress.
7b Negative statement of growth Guided discovery is a great area for growth for fmocus on.
- Rationale for implementing a Gettl_n_g more spe_cmc agenda items will I|k_er legul to
: specific interventions that can give your cliersemse that they,
suggestion o .
are chipping away at their problems.
sb Rationale for refraining from an Often when the agenda items are vague or broahitead to a
intervention or behavior vague or diffuse therapy session without any irgetion.
10 Positive Exclamatory statements Nice work!
11 Statements not accounted for by arj Maybe we can have some practicum group discussitmsd

other category

how to modify questioning for very concrete youth.

feedback form will be presented. A subset of the@a (= 13) completed this form. The form consists of

three items rated on 7-point Likert scales assggbie overall quality of the training and comfartapplying

the skills trainees acquired throughout the tragnifihree forced-choice (i.e., yes/no/maybe) quastio

measure trainees’ beliefs about adequacy of tineatsp group practicum, relevancy of topics tortess’

clinical work, and whether practicum sessions weseful adjunctive training tools to the trainingrikshop.

An additional four items inquire about the struetof the practicum sessions, as well as the mabteast
ISSN 2073-7629

© 2013 CRES/ENSEC

olime 5, Number 2, November 2013

pp ¢



helpful components of the training. The final itpnovides trainees with the opportunity to shareitamithl

comments regarding their experience with the progra

Tablell. Cognitive Therapy Rating Scale Feedback Categories, Mean per Therapist and Frequencies

Category
Category Name Mean SD Frequency Per cent
Number
1la Positive observation 30.28 16.96 757 25.89
1b Negative observation 4.24 5.16 106 3.62
lc Neutral observation 11.60 21.50 290 9.92
2 Description of client 20.32 33.24 508 17.38
3 Po§itive statement followed by suggestio], 3 72 273 93 318
for improvement
5 Normalization of therapist behavior 0.20 0.50 5 0.17
6 Pointers for raising a score 2.84 3.44 71 2.43
8a Rationale for implementing a suggestion| ~ 6-40 4.75 160 5.50
8b Rationale; for avoiding a behavior or 0.68 0.90 17 058
intervention
10 Positive exclamatory statements 3.24 2.92 87 2.77
1 Miscellaneous 1.16 1.43 29 0.01

Note. Mean = mean times category occurred per thereiBt= Standard Deviation; Frequency = total nundfgimes
each category was coded (out of 2929 total feedbantences); Percent = percentage of each catedpeny all rating
scales are summed.

Results
Training Effectiveness

Baseline scores on the CTRS ranged from 6 toMB5 20.54,SD = 8.28), 3-month scores ranged
from 21 to 50 M = 33.04,9D = 7.31), and 6-month scores ranged from 19 tdb4 @1.12,9D = 9.43). As
noted previously, a total score of 40 is widelyegted as the clinical benchmark of competency in CT
None of the participants reached a score of 4®oveaat baseline, five participants achieved coerpmst by

the 3-month mark, and 18 participants demonstratedpetency by the final assessment (72% of the 25
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participants). In addition, participants are comsidl to be competent with regard to a specifid gkihey
receive a score of 4 or above on a given itembaseline, the mean scores for individual items edrfgom

.63 (homework) to 3.13 (interpersonal effectivepessiggesting that, on average, participants ditd no
demonstrate competency on any of the skills asddsgehe CTRS. In contrast, individual item means
ranged from 3.36 (homework) to 4.2 (interpersorffdctiveness) at the 6-month point, indicating that
average, participants approached competency deraib.

Hierarchical linear modeling (HLM) growth curve &mws was used to assess changes in CTRS
scores over time because it more accurately captodevidual growth compared to traditional methads
repeated measures variance tests (Bryke & Raudenli@92). The model predicting change over time
within participants using CTRS total score as theome variable was significar€defficient = 10.28,SE =
1.10,t(24) = 9.39p < 0.001).

Knowledge of Cognitive Therapy

A subset of participantsn(= 16) completed the CT Knowledge Quiz at the beigip and end of
training in CT. These participants demonstratethtistically significant increase in their knowlexgf CT
principals and theory(15) = -2.758p < .05. This change also represented a large dffmtten’sd = -0.69).
The participants who completed this measure diddifé¢r significantly in CT competency compared to
those who did not complete this measyfél) = .62,p = .43).

Program Feedback from Trainees

At the end of the practicum phase, 13 trainees [52%tpleted a program feedback form developed
specifically for this initiative. Therapists whoropleted the program feedback form did not signifiba
differ in CT competency from those who did not cdetg the feedback formA(2) = .65,p = .72). Given the
small sample size, there was insufficient poweruo statistical tests of differences between feekiba
completers and non-completers on all demographiasores. However, a non-significant tendency was
identified for therapeutic orientation to predieefiback form completion?((4) = 8.98p = .06).

Overall, trainees’ feedback about the program waabty positive. The mean score for the overall
quality of the practicum phase of training was 5(8B = .77, range = 4-6) on a scale of Ro¢r) to 6
(Excelent). The mean ratings for the degree to which pasitip felt comfortable applying CT in general,
and the extent to which participants felt comfolealpplying the particular content discussed dutimg
practicum phase were 4.58) = .88, range = 3-6) and 4.93 = .86, range = 4-6), respectively, on a scale
of 0 (Not at all comfortable) to 6 (Very comfortable). Of the 13 trainees who provided feedback abbet t
program, 98%r{ = 12) stated that the amount of time spent in greracticum was adequate, and 859%(
11) found the practicum topics to be relevant teirticlinical work. All 13 trainees found the praxtim
sessions to be a useful, adjunctive training toohée workshop.

Participants were also asked to identify the medpfial component of the training. In response to

this question, 77%n(= 10) of participants made reference to the feeklitlzey received from their mentors.
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For example, one trainee wrote: “The feedback amfestions given each week were very helpful.” With
regard to the least helpful components of the imgin38% ( = 5) of participants declined to comment. An
additional 38%1f = 5) commented on the structure and logistichefdonsultation sessions (e.g., “l believe
the weekly sessions could have [been] a little éof)jg Only one trainee commented on the quality of

mentors’ presentation style (“sometimes it felttasugh group discussions evolved into lectures...”).

Evaluation of Narrative Feedback

In order to gain a systematic understanding ofathg in which mentors provide written feedback to
trainees, we examined the frequency of the feedlsatdégories described above that met our critenia f
reliability. The most common type of feedback fetder the umbrella of suggestions to implementsaep-
by-step recommendations for how to do so (comb@&igories 4a\9), which accounted for 27% of thel to
CTRS sentences. Positive observations (Categor362a) was the second most common category, followed
by Category 2, which captured sentences descristndents’ behaviors and feelings (17%), and neutral
observations regarding the session (Category 1%)1Geedback providing a rationale for a specific
suggestion to implement (Category 8a) accounte@%oi0f CTRS sentences, whereas negative obsersation
accounted for 4% of feedback sentences. The rengatategories each accounted for less than 4%eof th

total feedback (see Table 2 for the frequency otioences of each category).

Discussion

The program evaluation findings suggest that thekBlaitiative training model is a promising
method for training school-based community mengallth workers to deliver CT competently with studen
Over the course of the training program, therapigtse able to demonstrate the acquisition of cognit
therapy skills as evaluated by expert raters, aahothstrate those skills in the schools. Therapists
demonstrated significant gains in skill by the muwint of training, and they demonstrated furthengdy
the end of training, with almost three quarterstttd trainees demonstrating competency at 6 months.
Notably, no restrictions were placed on the treatngeals or presenting problems of students, whadhto
training cases representing the broad spectruntudests seen in school-based services. The majofity
therapists were able to deliver CT competently whithir students, even among the challenges inhément
delivering services in this high-demand, real-wadting. The success of this training suggeststithiaing
school-based community mental health service pesgith CT or other evidence based practices manbe
effective way of increasing access to care for lyauio may be otherwise underserved.

Consistent with this demonstration of skill, traesealso evidenced increases on the test of CT
knowledge after completing the workshop. Priorréoning, average knowledge test scores indicatatitkte
baseline level of knowledge about CT was quite I&eores increased after the workshop phase of the
training, showing meaningful gains. In fact, thejonigy of the trainees scored a 90% or higher anphbst-

workshop test, indicating that they answered noemtbian 1 or 2 items incorrectly. This accumulated
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knowledge may have set the stage well for the ¢emrio benefit from the 6 months of practiced apgibn
and feedback and suggests that this type of wogkstay be an effective component in effective tragni

In addition to demonstrating increased skill andwiedge, trainees provided quite positive
feedback about the training experience. Traineescphlarly valued feedback pertaining to their egieg
skills, underscoring the importance of the feedbaskiponent of the training program. Analysis of the
content of written feedback at the midpoint and efdraining revealed that specific suggestions and
instructions were the most common form of writteadback provided, followed by the provision of fiusi
feedback. Negative feedback occurred quite infretijpén the written comments. This focus on a gjtbn
based approach to clinical training appears to bhaen effective, given that almost 75% of the gaswere
able to demonstrate competency in CT after 6 monihese findings are a step toward quantifying
successful and acceptable components in this miginitiative, which in turn can guide further mefiment
of effective training programs. This unpacking bé tcomponents of the Beck Initiative may help guide
future research to distill the most effective armteptable approaches to train community therapests
competency, increasing overall community accesvitdence based care.

Although these findings suggest that the modetaihing employed in the Beck Initiative may be an
acceptable and possibly efficacious approach tmitg school-based therapists in CT, the study has
limitations that may impact the findings. The snsdinple size of therapists precluded the analysikeo
relation between the content of the written fee#ltzad trainees’ performance. The limited variapaiithin
the written feedback (largely instructional andipes) and training outcomes (largely successfuraining
therapists to competency) further limited the &pito analyze the relation between written feedbac#
training outcomes. The use of instructor ratingglenCTRS rather than blind raters may have redufte
bias in competency scores or feedback, althoughapproach was necessary from a training persgectiv
Reliability of the raters was monitored and maimai throughout the study, which may have limitegl th
impact of any bias. In addition, our findings acettier limited by missing program evaluation daia &
number of the therapists included in this sampigibatable to the voluntary nature of participatim the
program evaluation. Without a control or compariggoup, these data stand primarily as a prelinginar
indication that method of training was acceptabléherapists and an effective tool in teaching €¥ahool-
based therapist. Only the written feedback wadyaed, and although it may serve as a proxy for the
weekly verbal feedback, it cannot be assumed tramtritten feedback is fully representative of bnefer
but more frequent verbal feedback.

Given the rising call for empirically supported sohbased interventions (Forman & Burke, 2008),
the preliminary outcomes of the training model sgjghat further examination of the efficacy angact
of this training may be merited. First, a more r@e randomized study of the model would help tvaase
confidence in its effectiveness, including a largg@mple size for better statistical power, a cdrgroup for
comparison, measures of the impact of trainingtadet functioning, and measures of the degreehiotw
CT has been implemented in the school settingerAdstablishing the effectiveness of the trainangtudy

of sustainability would provide important data abthe degree to which investing in this CT trainmgght
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lead to long-term change in the services providedarger sample would also allow for examination of
whether the content of feedback, whether writtethat 3-month point or verbal in weekly groups, nigh
predict competency by the end of training. Eachtredse further directions would facilitate a better
understanding of factors that might enhance orbiblihe implementation of evidence based treatnrent
schools, ultimately leading to greater confidenténhe services received by our students and besttarss to
effective care.

The Beck Initiative training in CT is one importastep in answering the call for broad access to
effective care. This training model was not limiteg a manual or to a specific presenting probleot, b
instead used case conceptualization to meet the-rainlying needs and strengths of students in rtbgirdar
academic environments. Bringing evidence basedtipescto the schools where students spend thes day
may reduce the challenge of connecting children ashalescents with the services that can improvi the
lives, moving ever toward equal access to effectanwices for all.
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